Five patients were found during surgery or at necropsy to have the mitral valve orifice obstructed by vegetations. They had had unexplained severe and recurrent episodes of acute febrile pulmonary oedema, and four had few cardiac ausculatory findings. Three patients died suddenly and unexpectedly; the other two were operated on and survived.
Introduction
Haemodynamic complications of bacterial endocarditis usually result from valvular destruction. A bulky vegetation, however, may cause obstruction of the mitral valve,' and our finding such obstruction in five patients has enabled us to define the clinical features of this severe complication of endocarditis.
Case reports
Case 1-A 41-year-old man with no history of cardiac disease had had a low-grade fever for two weeks, for which he had received oral ampicillin (3 g/d) for four days. He was admitted in acute respiratory distress with fever (39 5°C) and severe hypoxaemia but no sputum production; no heart murmur was elicited. He had a tracheostomy and mechanical ventilation and was given intravenous ampicillin (8 Case 3-A 51-year-old woman with no history of cardiac disease had a catheter-induced Staphylococcus aureus septicaemia after a cholecystectomy. She had had methicillin for two months, and during this time developed cerebral embolism, which resolved satisfactorily. She was then transferred to our unit with persisting septicaemia, a 3/6 pansystolic apical murmur, and increasingly severe pulmonary oedema. The capillary wedge pressure was 14 mm Hg, with a V wave of 30 mm Hg and a cardiac index of 2-8 I/mn/M2. At operation to replace the mitral valve by a Bjork prosthesis the mitral orifice was found to be almost completely obstructed by vegetations. The patient made an uneventful recovery.
Case 4-A 42-year-old patient, who had had rheumatic mitral valve disease of undefined severity, developed an acute respiratory distress syndrome with fever (40°C) one day after a moderate injury to the chest. Blood cultures were sterile (he had been given oral spiramycin two days before), and cardiac examination showed no abnormality. He received penicillin G (50 MU/d) and streptomycin
(1 g/d) and his condition improved, but underwent two further episodes of acute respiratory distress associated with oliguric renal failure. On transfer to our unit his pulmonary symptoms improved rapidly; clinical examination showed splenomegaly, septic retinitis, a loud S,, and a 1/6 apical systolic murmur. His pulmonary artery pressure was 65/25 mm Hg (no wedge pressure being obtainable). No organism was recovered on blood culture. Penicillin and streptomycin were continued, with peritoneal dialysis. Ten days after his admission he had an unexpected cardiac arrest. At necropsy his mitral valve orifice was found to be almost completely obstructed by a vegetation (fig 1) that contained Gram-positive cocci.
Case 5-A 23-year-old woman with no history of cardiac disease had been sent home from Gabon because of prolonged febrile bilateral pulmonary disease with radiological features of pulmonary oedema. Cardiac auscultation showed a faint 1/6 apical systolic murmur. Echocardiography the day after admission produced abnormal echoes behind the anterior leaflet of the mitral valve (fig 2) . An hour later she had a sudden cardiac arrest and was resuscitated. Cardiac catheterisation showed a mean pulmonary wedge pressure of 30 mm Hg with a cardiac index of 21 I/mn/M2. She remained unresponsive to treatment and died. At necropsy vegetations were found to fill the mitral orifice. 
Discussion
Certain clinical features were common to our five patients ( the severity of the clinical symptoms could not be adequately explained by valvular regurgitation, of which there was little evidence on examination of the heart. Blood cultures usually remained sterile, presumably because of inappropriate antibiotic treatment or the limited infectiveness of the organisms present, or both.
A striking feature in three patients (cases 1, 2, and 4) was the acute, severe, and rapidly resolving but recurrent episodes of pulmonary oedema. Possibly these were caused by sudden blocking of the orifice by -vegetation-this was indeed shown echocardiographically in one patient (case 4). Other patients (cases 3 and 5 and those reported by Reeve et all and Matula et al2) had more progressive pulmonary oedema, suggesting increasing mitral stenosis. In our experience both types of pulmonary oedema are uncommon in patients with isolated mitral valve regurgitation during bacterial endocarditis.
Those of our patients who did not have mitral valve replacement (cases 2, 4, and 5) and the patient of Reeve and his colleagues' had a sudden cardiac arrest. Mitral valve vegetations cause obstruction just as catastrophic as an atrial tumour or a ball thrombus, and hence once the doctor suspects mitral valve obstruction he should confirm the diagnosis promptly and ensure that the patient is rapidly operated on.
Accurate diagnosis is vital. Right heart catheterisation showed a raised pulmonary wedge pressure without a striking V Summary and conclusions Thirty-five children known to have had respiratory syncytial virus bronchiolitis in infancy were examined at the age of 8 and their respiratory function tested. The results were compared with those in 35 controls matched for age, sex, and social class. Although 18 of the children who had had bronchiolitis in infancy had experienced subsequent episodes of wheezing, these were neither severe nor frequent in most cases and had apparently ceased by the age of 8. Nevertheless, the mean exercise bronchial lability of the children who had had bronchiolitis was significantly higher than that of the control children and the mean peak expiratory flow rate at rest significantly lower.
